
INSTITUE OF MINIMAL ACCESS, METABOLIC & BARIATRIC SURGERY
MAX HEALTH CARE, SAKET, INDIA

1-2, Press Enclave Road, Saket, New Delhi – 110017

Mob : 9999668200, 9999668700

Tel : +91 11 2651 5050, Fax : +91 11 26510050
E mail : pradeep.chowbey@maxhealthcare.com, pradeepchowbey@gm,ail.com  



Duration :


Name
     :  
________________________________________________________________



    
(Last Name)       
(Middle Name)       
(First Name)

Age
     :     
____________

Sex   :    _________
 Marital Status   :  ___________

Address :





   a)   Residential
:
_____________________________________________

_____________________________________________

_____________________________________________







          Tel. / Fax. No.
: 
_____________________________________________


          E-mail

:
_____________________________________________


   b)   Office

:
_____________________________________________

_____________________________________________

_____________________________________________








          Tel. / Fax. No.
: 
_____________________________________________


          E-mail

:
_____________________________________________


Educational Qualifications
:
_____________________________________________

(Post MB;BS)

Type of Employment

:
_____________________________________________

(Government / Corporate/ Public Sector/

 Private/ Autonomous Bodies)

Department / Speciality

:
____________________________________________

Nature of Job


:
____________________________________________

(Consultant / Registrar/Others)

Previous experience in Minimal Access Surgery: [Please attach separate sheet if required]

a)   Workshops attended :


b)   Conferences attended :


      c)   Training courses in
:


     Various Centres

d)   Paper Presentation
:


e)   Publications
             :


Are you doing Minimal  Access


: 

     Yes                          No
                                                                           

Surgery ? (Yes / No)


a)   If Yes, then
for how long

:
_______________________________

and what equipment  is being used
:
_______________________________

b)   If No, then when do you intend to
:
_______________________________   
      start


Obesity Procedure done



:
_______________________________   

What is your objective of joining this 

:
_______________________________

particular course








_______________________________








_______________________________

Provisional Date of Joining & Duration

:
_______________________________

Date
:




    
      (Signature of the Applicant)

Place
:




     

Recommendation of the Head of Deptt. / Head of Institution with Address & Tel.No.

Name of HOD/HOI



:
______________________________
Organization Name



:
______________________________
Address 




:
______________________________

                





______________________________

Tel.No./ Fax No. 



:
______________________________

Remarks




:
______________________________

        






______________________________
  

Signature 




:
______________________________




APPLICATION FORM FOR FELLOWSHIP IN BARIATRIC SURGERY








3 months

















Passport Size


Photograph











